Purpose Over the course of their illness, a person with cancer is likely to see a number of different healthcare professionals, including those in the emergency department (ED). There is limited research examining the interaction and communication between the involved healthcare professionals when such a patient presents to the ED. This study aimed to explore the views and experiences of interdisciplinary interactions of healthcare professionals caring for patients with advanced cancer who present to the ED. Methods Focus groups and semistructured interviews were conducted with clinical staff working in ED, oncology and community and hospital-based palliative care services. Interviews and focus groups were recorded and transcribed verbatim. Thematic analysis was undertaken by three researchers independently. These themes were then discussed by the wider team and consensus reached on themes and subthemes. Results Eighty-three healthcare professionals participated in focus groups, and 11 were interviewed. The over-arching theme to emerge was one of a conflict between ideal care and the realities of practice, particularly arising where clinicians from different services were required to work together to provide care. This idea was further understood through a series of subthemes including communication, decisionmaking and understanding of other services. Conclusions Participants articulated agreed upon ideals of optimal care for advanced cancer patients across all three services, however there was frequently discord between these ideals and the actual care provided. Service demands and the day-to-day stressors of practice appeared to influence people's actions and engender conflict
Background
Over the course of their illness, a person with cancer is likely to see a number of different doctors including a general practitioner, surgeon, medical oncologist, radiation oncologist and possibly a palliative care physician. Coordination of cancer care has been recognised as important to the optimal delivery of cancer services. To aid coordination and improve collegial interaction in cancer services, cancer multidisciplinary meetings, in which medical specialists and allied health staff working in cancer care meet to discuss and plan care, have become recommended internationally and recognised as standard of care [1] [2] [3] .
However, challenges in interdisciplinary communication persist. Patients perceive information flow from the hospital to the community to be poor [4] . General practitioners report that the communication received when their patients are discharged from hospitals is often delayed [5] and fails to include potentially important information [6, 7] . Meanwhile, oncologists note that referral letters from general practitioners frequently lack information they consider important [7] .
It is not just general practitioners and cancer specialists who provide care to people with cancer. Patients with advancing disease frequently access palliative care expertise. In Australia, palliative care may be provided at home (through community palliative care services), in an acute hospital (through hospital consultancy palliative care services) and in in-patient palliative care units (or hospice). Palliative care provision is not based on expected prognosis and can be provided alongside anticancer treatments, such as chemotherapy or radiotherapy. The effective transfer of information between healthcare providers is essential for seamless care delivery.
Emergency department (ED) healthcare professionals are also frequently involved in the care of cancer patients, often at times of crisis. An Australian study reported 469 unplanned hospital presentations were made by 316 outpatients receiving chemotherapy [8] , while patients with primary malignant glioma have a median of three ED visits, spending a median of 13 h in ED, between diagnosis and death [9] .
Whilst the experience and views of ED staff caring for advanced cancer patients in the ED has received some attention [10, 11] , there is limited research examining the interaction between the involved healthcare professionals when such a patient presents to the ED.
This qualitative study aimed to explore healthcare professionals' views and experiences of interdisciplinary interactions when caring for patients with advanced cancer who present to the ED. For the purpose of this study, interdisciplinary interaction was defined as interaction between people working in separate medical specialty areas, such as emergency medicine, oncology and palliative care.
Method

Participants
Participants included clinical staff working in ED, oncology and hospital-based palliative care services from two quaternary referral hospitals and clinicians working in two community palliative care services in Melbourne, Australia. Clinical staff working in each service were invited to participate in focus groups, with invitations and focus group scheduling facilitated by a senior staff member in participating services.
To broaden the range of participants and ensure the broadest range of views were explored, emergency physicians and emergency nurses from other Australian states were also included using supplemental semistructured telephone interviews. An email invitation was sent to all members of the Australasian College for Emergency Medicine and the College of Emergency Nursing Australia. The interested respondents were purposively sampled to include participants from a variety of different centre sizes (e.g. urban, regional and rural) and to ensure each of the five Australian states and two territories were sampled.
Data collection
A series of focus groups were conducted with Melbournebased clinical staff, with separate focus groups conducted for each medical specialty area, for example, emergency medicine, oncology, hospital-based palliative care and communitybased palliative care. Focus groups were conducted at the participants' place of work and facilitated by a senior member of the research team. They were attended by 5 to 17 participants and were approximately 1 h in length.
Semistructured telephone interviews were conducted with staff based outside of Melbourne. These were conducted at a time convenient to the participants by a member of the research team. Telephone interviews were also approximately 1 h in length.
A schedule of questions was used (Table 1) for both focus groups and interviews, with the ability to explore emerging topics as these arose. All interviews and focus groups were audiorecorded and transcribed verbatim and the interviews were continued until saturation of themes was reached.
Data analysis
A qualitative thematic analysis [12] was undertaken by three researchers independently and compared for inter-rater reliability. Agreement between the initial reviewers was reached for all components of analysis. The emergent themes were then discussed by the wider research team and consensus was reached on themes and subthemes. When a repetition of themes occurred and no new themes were found, the cohort was considered complete.
Here, we report the emergent themes related to interdisciplinary interactions that were made explicit in the care of patients with advanced cancer in the ED. Environmental issues influencing care are reported elsewhere [13] . Approval was obtained from the institutional human research ethics committee prior to study commencement.
Results
Participants
Six focus groups were conducted in two quaternary referral metropolitan hospitals. Two focus groups were conducted with community palliative care clinicians from two metropolitan community palliative care services, each of which cover a large area of Melbourne, Australia extending from the inner city to the outer suburbs. In total, there were 83 focus group participants, whose occupational roles and work locations are shown in Table 2 . These focus groups were supplemented with 11 semistructured interviews with emergency doctors and nurses from Australian states and territories outside Victoria, whose occupations are shown in Table 2 .
'Ideal care' versus the realities of practice The over-arching theme to emerge was one of a conflict between a view of 'ideal care' and the realities of practice, particularly arising where clinicians from different services were required to work together to provide care (Table 3) . For example, although all interviewees reported the importance of high-quality communication of information between services, the realities of practice meant that this was often compromised by other service-based imperatives. The subthemes comprised communication, decision-making and the understanding of other services.
Communication
Participants from all services reported that high-quality communication between services and departments was required for optimal care. Staff expected medical information about the illness and treatment, but also broader psychosocial information, such as the patient's understanding of the illness to be communicated. However, in practice, despite all participants reporting the need for high quality communication, gaps in information transfer were identified and appeared to affect most interactions. Emergency clinicians reported receiving little information from oncologists or palliative care services when patients were referred. Meanwhile, palliative care palliative care (PC) clinicians and oncologists reported an, at times, hostile response from ED staff when telephoning through information, which resulted in some not calling at all.
… I don't know what the doctor thinks they [the patient] should be understanding because I don't have access to their notes and letters. (ED clinician)
I often find… I get a response from the [ED] triage nurse that is, "well why are you telling me all of this, they're just going to be treated in order anyway so don't, don't bother". (PC clinician) Community PC staff reported not receiving information after sending patients to the ED for assessment. However, at the same time, they reported difficulty transmitting written information to ED outside usual business hours (9 am to 5 pm on weekdays) and were hesitant about providing telephone contact details after hours for fear of being overwhelmed with calls.
…that is often dangerous giving out the [after hours on call] pager number….. Yes, sometimes you give that very reluctantly. (PC clinician) Oncologists reported they did not wish to provide extensive written information about their patients, preferring to be However, in reality, ED physicians were often required to make decisions about treatment and treatment escalation when advanced cancer patients presented to the ED.
…we sort of had an idea that she was probably progressive and probably wasn't really appropriate for quite aggressive management. But, that decision wasn't really clear and it wasn't really made, so we were left in no man's land. (ED clinician)
As previously reported [13] , ED staff commented that many patients seemed to lack awareness of their prognosis and treatment intent, suggesting advance care planning discussions and decisions were not being undertaken. They were ED clinicians often need to make urgent decisions about management approach. ED clinicians critical about lack of advance care planning and a perceived lack of patient awareness of prognosis. Oncologists report advance planning is a process and needs to be timed appropriately and that planning for every eventuality is not possible. Decision making may be easier for an independent physician. Understanding of other services Advanced cancer patients should be able to be cared for in the community. ED attendance suggests service failure. We all work together as a team to provide patientcentred care.
PC clinicians critical of aspects of ED, but often relied on ED for initial assessment and management of patients. Oncologists uncomfortable with ED physicians making decisions but also expected them to provide initial assessment. There was a lack of recognition of the experience ED clinicians have in caring for dying patients. There was a lack of understanding of availability and role of PC services.
critical of cancer specialists for not seeming to have explicit discussions and plans in place.
A lot of the times I've seen patients [that] have a palliative diagnosis [and] nobody's had that discussion … and that becomes a really difficult situation at times to then bring it up after seeing them for ten minutes. (ED clinician)
Oncologists pointed to the complexities and challenges of discussing prognosis and goals of care. They described this planning as a process occurring over a period of time and often not appropriate when first meeting a patient. Furthermore, the variety and complexity of problems associated with advanced cancer meant it was not possible to plan for all eventualities.
I can't predict every single thing that might go wrong in the patient, and so I might say, "Oh if SVC obstruction we'll do this. If you start getting haemorrhagic crisis we'll do this" but I might not have covered the PE, I might not have covered the big heart attack, so I might not have covered every single thing, so in ED they're quite like "oh your patient has got a massive PE. You didn't specify that in your letter" (Oncologist) Some participants suggested that, in contrast to the agreed idea of best care, longstanding relationships between physicians and their patients may actually make decisions about treatment limitations more difficult. They noted that ED doctors, as independent physicians, were perhaps better placed to provide an objective perspective in some situations.
You almost do wonder, whether … each patient, with a potentially incurable disease actually needs an independent doctor, who is not involved with them, to actually discuss end of life issues with them. (ED clinician)
Understanding of other services
Participants from all services reported that optimal care for advanced cancer patients would involve remaining in the community and avoiding ED attendance and hospital admission. ED attendance was widely seen as a failure and the ED a less than ideal environment for patients with advanced cancer.
I think we go to great lengths to avoid presentations to emergency departments unless we really have to. (PC clinician)
Various services working together as a team was also widely considered a requirement for high quality care.
However, participants were often critical of aspects of care provided in other areas and appeared to lack understanding of the demands placed on other services, and the role and skills of healthcare professionals working in other areas.
PC clinicians viewed their patients attending the ED as a negative outcome and were at times critical of ED waiting times and pain management. Despite this, they relied upon the ED to provide initial assessment and management of patients known to their services after hours, in acute crises and when no inpatient palliative care beds were available. They also recalled patients who had been well managed by ED staff.
I also had one lady that was terminal, the family weren't coping, wasn't able to get direct admit into a palliative care unit, and was actively dying on admission to the emergency department. And the emergency department really did a great job. (PC clinician)
The PC services perceived a lack of understanding of their service, particularly what they were able to provide in the community. This was demonstrated in one focus group where the ED nurses were not aware that a 24-h on-call PC service was available in their hospital. a lot of people …. they don't know where the heck we're from. (PC clinician)
Oncologists, whilst acknowledging urgent decisions might need to be made in ED on occasions, were uncomfortable with the concept of an emergency physician making decisions about treatment approaches for their patients. They were not confident that directives and discussions of goals in the medical record would be understood or enacted appropriately and therefore they wished to be actively involved with treatment decisions for their patients.
I don't think it's appropriate for them to be having discussions on limitations of care…, I would feel uncomfortable if they're having those kind of discussions to be fair, …. You know if someone's clearly deteriorating in front of your eyes and you need to make a call it's a whole different ball game, then it's fair and I agree that's their role. (Oncologist) However, while the oncologists were uncomfortable with ED physicians making management decisions, they did expect the ED to provide initial assessment of known oncology patients when they presented the ED.
…if we can avoid it we get the patient to come straight to clinic. ….
[if] for some reason that's not feasible, we let them do the second sort of fall-back position [which] is coming to ED, so you would then you expect that ED is going to do the initial assessment. (Oncologist)
The oncologists' thought that ED clinicians may not have much experience caring for dying patients. However, as we have previously reported, ED clinicians in this study felt comfortable caring for dying patients and reported finding this rewarding [13] . They recognised the importance of timely pain relief and strived to facilitate privacy and space for family if a person was dying.
If someone is dying and we can't get them upstairs we really do try and put them [in the single room] where their family can sit with them. (ED clinician)
Discussion
Our study demonstrates commonality of views across healthcare disciplines of the constituents of optimal care in the setting of advanced cancer; and that this involved (1) highquality communication, (2) planning care and decision making by those healthcare providers most involved in the patient's care and (3) community-based care with ED to be avoided if possible. However, there was frequently discord between these ideals and the actual care provided. Service demands and the day-to-day stressors of practice appeared to influence people's actions and, perhaps unknowingly, engendered conflict with these ideals. For example, while good communication between services was advocated, barriers to this were imposed by staff. This resulted in tensions arising when services were required to work together to provide care, with participants at times critical of other services for not practising this ideal yet not recognising how they themselves may also be hindering this.
Previous research in this area has identified environmental [10] , work load [10] and cultural barriers [11] to the provision of end-of-life care in ED. Interdisciplinary interactions, however, have been little considered in the care of people with advanced cancer in the ED. In other areas of cancer care, research has identified poor communication between GPs and oncologists [7] and whilst multidisciplinary cancer meetings have been demonstrated to improve collegial communication and interaction [14] [15] [16] , barriers persist. Allied health and nursing team members are less likely to contribute to meeting discussions and report perceiving their input is not respected [14] . More broadly, barriers to interdisciplinary teamwork have been indentified in a range of healthcare settings including operating theatres [17] and intensive care [18] , with limited understanding of roles and capabilities across interdisciplinary boundaries identified [19] .
Within hospitals, doctors and other health professionals often work confined to their own specialty areas with little interaction or communication with other areas. This results in challenges when patients, such as those with advanced cancer, require care across a number of different services. With most relationships and interactions occurring within the discipline (whether it is surgery, oncology or other), there is less interaction and therefore less well-developed relationships and consequent trust with those from other disciplines. This may translate to limited understanding of what such professionals may contribute. Whilst the lack of recognition of general practitioners' role in care has been reported [20] , in our study a lack of recognition by other healthcare professionals of the skills ED physicians have in decision-making and caring for the dying was identified.
Complex patients, such as those with advanced cancer require substantial care coordination as they negotiate different complications of their illness. Many advanced cancer patients attend the ED during the course of their illness and treatment. Emergency clinicians should be viewed as part of this team. As such, their input should also be sought when cancer services are planned and developed, and their role considered when engaging in advance care planning with patients.
Research on interdisciplinary interactions has frequently focused on practical ways of improving communication, such as electronic access to medical records and electronic discharge summaries automatically transmitted to general practitioners on completion, which have been shown to aid communication [21, 22] . However, this study has highlighted factors underlying communication gaps, namely a lack of understanding of the demands and stressors placed on colleagues in other areas and a lack of appreciation of their role and skills. If improvements in communication are to occur, this underlying lack of understanding needs to be addressed. Whilst medical letters may become more easily accessed through on-line records, unless there is concurrent improved trust of collegial judgement, there is unlikely to be any change in the information content and therefore the utility of those letters.
Improved understanding and trust could be enhanced by combined education sessions, such as case discussions following the transition through the ED of a person with advanced cancer and complex care needs. This current study has proceeded as an interdepartmental research project and has had an unanticipated outcome of improved interaction and understanding between the involved departments in our institution and, in turn, led to further interdepartmental educational and research activities. Communication skills are taught to healthcare students and professionals and emphasised as central to providing highquality clinical care to patients. Teaching of these skills could be broadened to encompass communication with healthcare colleagues. Finally, promoting a culture of collegial respect, through senior leadership and modelling is likely to improve interdisciplinary interactions hospital wide.
It is likely that the widely held notions of 'ideal care' may not be universally achievable in the real world. For example, discussions with people with advanced cancer about their wishes and goals of care, and planning for potential problems may certainly be beneficial, but may not always be possible.
Uncertainty around disease stage and prognosis often exist, events may arise before the opportunity to discuss them has occurred, patients, families and even their doctors, may not be ready to embark on confronting discussions, and the complexities of advanced cancer make planning for every eventuality impossible. The idea that all advanced cancer patients should be able to be managed in the community may also be unachievable, as even with the best planning, unexpected or difficult to manage symptoms may arise, or at a time of crisis family members may be overwhelmed and prefer to go the ED. Expecting these ideals to be universally achievable reflects a failure to fully recognise the broad psychological, social and physical complexities faced by people with advanced cancer.
Our study had several limitations. In a focus group, some participants may feel reluctant to express views which differ from those of the broader group; however, additional individual interviews were also included. Experiences of healthcare professionals working in Australia may differ from those working in other countries due to differences in healthcare service delivery, training and culture. The study was exploratory in nature with the qualitative method and sampling seeking to reveal a wide spectrum of views and ideas. This method precludes generalizability of results to a broader group of healthcare professionals. A quantitative method would be required to determine the extent to which such views are held.
The concept of 'ideal care' and agreement across specialities of the nature of what is ideal, suggests a useful concept in developing healthcare services and improving practice. However, the gaps between what is considered ideal and usual practice existed and appeared to be embedded in a system which limits the understanding of the nature, practice and stressors that occur in other disciplines. All healthcare professionals interviewed showed great care and understanding for their patients with advanced cancer, and attempted to do their best to provide optimal care; thus, all ultimately had similar goals. Improving care further is likely to involve improving our interdisciplinary relationships.
